INTRODUCTION
Demographic changes have led to an increased number of frail, and very elderly people, and in turn to an increase in the demand for long term nursing care. The decrease in the number of hospital long stay beds in the NHS has meant that most of these patients are now cared for by the independent nursing home sector.'
A nursing home place costs in excess of £300 per week, and since the great majority of residents are not self-financing,2 this represents a considerable financial demand on health resources.
evidence of inappropriate placement.5 Even after the introduction of care management, medical assessments may not conform to a uniform standard. We studied a population of elderly people resident in nursing homes prior to the introduction of care management in April 1993. We aimed to record levels ofdisability in residents and to relate these to sources of admission.
MATERIALS AND METHODS
This study was carried out between December 1992 and March 1993. All residents of private and voluntary nursing homes in North and West Belfast were studied as previously described. 2 The nursing homes were visited by a trained nurse assessor, and a standard proforma was completed. This recorded age, sex, domicile and address from where each resident was admitted. A Barthel activities of daily living score 6 (range and an abbreviated mental test questionnaire I (range 0-10) were completed. A Clifton Assessment Procedure for the Elderly (CAPE),8 which is an instrument for assessment of general disability, was also performed. The results were recorded as disability grades from A to E (A equals no impairment, B equals mild impairment with low dependency, C equals moderate impairment and dependency, D equals marked impairment with high dependency and E severe impairment and maximum dependency).
Residents were divided by source of admission from geriatric medical units, general medical or surgical wards, and home. The characteristics of these various groups with different sources of admission were compared.
The results were analysed using the Statistical Package for Social Sciences (SPSS).9 Differences between continuous and ordinal sets of data were analysed by analysis of variance (ANOVA). Differences between groups in different institutions were compared using Chi-squared analysis. Differences between skewed data were estimated by nonparametric methods. (Table 1 ). There was no significant age difference between the "geriatric" (mean 83.1 years) and the "general" group (mean 81.8 years). There was also no significant difference in the lengths of stay in the nursing home of the two groups though the median length of stay in the group from geriatric units at 14 months was longer than the 10 months for the group from the general wards. The mean Barthel index score of activities of daily living of 7.5 in the geriatric group was significantly lower than the mean score of 9.6 in the group admitted from general wards. The general group had 23 (13%) of its number with a Barthel score of 17 or greater, compared with 11 (8.3%) in the geriatric group. Mental test scores were significantly higher in the group from general wards indicating that the group from geriatric units was more confused than the general ward group.
When compared to the groups admitted from home, both the geriatric and general groups had a significantly lower Barthel index and a lower mental test score (Table I ). There was no significant difference in mean age between the group from home and either of the groups from hospital. 
DISCUSSION
This study has shown a two-fold increase in the number of nursing home residents in North and West Belfast since the survey of 1989.2 There has been a decrease in the numbers of residents who are functionally independent from 26% to 22%.
The population resident in these nursing homes is not homogeneous. Although the mean level of dependency is high, and mental score is low, there are a considerable number of residents in nursing homes who appear to be independent, and who may therefore be inappropriately placed and the majority of whom were admitted from the home and general groups. Such apparent inappropriate placement has been observed before, 4 10 but has not previously been related to the source of admission of the residents. Those admitted from a home environment had the greatest degree of independence, those admitted from geriatric medical wards had the least independence and those from general medical and surgical wards had an intermediate level.
Since the ages in the different groups are similar, it is unlikely that this is a factor contributing to the observed differences in dependency between the groups. Similarly, the median length of stay in the nursing home 5is equivalent in both the general and geriatric groups, (though it was longer in the group admitted from home) and is therefore unlikely to influence the differences between the groups, as any difference between the groups would be expected to decrease with time as they lived in the nursing home environment together. Lastly, while the Barthel ADL and CAPE assessment scores may be more insensitive at the upper (less disabled) end of the scales, they are widely validated in the assessment of elderly people'2 and any deficiencies are unlikely to account for the differences observed between the groups.
Currently elderly patients admitted to general medical wards tend to be younger, to have single pathology and be less frail than those admitted to geriatric wards." This should not in itself account for the higher numbers of independent patients transferred to private nursing home, as it would be expected that persons with uncomplicated illness would return home. The availability of assessment procedures in hospital, and ease of access to the services of physiotherapy, occupational therapy and social work, should make it easier to have a successful discharge home. This is likely to be a significant factor in the higher threshold of dependency in those referred to nursing home care from geriatric wards, indicating that if all dependent elderly had access to skilled inter-disciplinary assessment and rehabilitation the need for nursing home admission might be significantly reduced. Despite this, the proportion of patients who appeared to be independent and who were admitted from geriatric units to nursing homes (at least 15%) is still significant. The persons admitted from their own home need not have been assessed by their general practitioner and are likely to have been assessed only by the nursing home staff. It may be in the interest of the home to have a wide variation in levels of dependency among the residents.
This work was carried out before community care was implemented in Northern Ireland in April 1993. This process is intended to institute a more rigorous assessment of patients' care needs. Since the introduction of care management all applicants for nursing home should have multi-disciplinary assessments carried out by a doctor and other members of the health care team. It has been suggested that a doctor (either general practitioner or hospital consultant) should be involved in assessments on patients over the age of 65. There is evidence that this is not being achieved in Northern Ireland. '3 These results would suggest that a greater involvement by practitioners trained in care of the elderly may lead to an increase in the appropriateness of transfer to nursing home. Further study of admission to private nursing homes after the implementation of care management is planned to assess the efficacy of inter-disciplinary assessment, and the effect, if any, of care management on the level of dependency in nursing home care. It is anticipated that if medical assessment in care management is carried out by practitioners without expertise in care of the elderly, significant differences will remain between those seeking institutional care from home, general and geriatric wards.
